Objectives: Social participation has been consistently associated with lower risk of all-cause mortality, but studies have been ambivalent about how this association differs between men and women. The present study investigates if ethnicity accounts for gender differences in (a) the types of social activities older adults participate in and (b) the association between social participation and 4-year mortality. Methods: Data from 4,482 Singaporean older adults who participated in a nationally representative longitudinal survey were analyzed. Stepwise logistic regressions and Cox proportional hazard models with inverse probability of treatment weights were used. Results: Men were more likely to engage in social activities compared with women, but this gender difference varied by ethnicity for three activities. Whereas going out to eat was associated with a lower risk of mortality for men only, playing sports was found to be protective for women only, but these associations did not vary by ethnicity. Discussion: Findings suggest that although ethnicity may account for gender differences in the content of social activity participation, it does not explain gender differences in the association between social participation and mortality. More consideration should be given to whether each activity provides an appropriate milieu for the social interaction of each gender.
Social Participation and Health
Social participation, defined as "a person's involvement in activities that provide interaction with others in society or the community" (Levasseur, Richard, Gauvin, & Raymond, 2010 , p. 2148 , is often seen as integral to successful ageing, due to the role it plays in promoting older adults' physical and psychological well-being (Y.-P. Li, Lin, & Chen, 2011) . Activities related to social participation may either ensue formally (e.g., membership and participation in formal groups and associations) or informally (e.g., eating out or going to the movies) and can involve some extent of physical activity. They are however distinct from leisure activities that are solitary and/or domestic, because they involve interaction with the community (Lennartsson & Silverstein, 2001) .
Involvement in social activities can promote a sense of belonging and/or purpose, which in turn have positive effects on physiological and psychological health (Barlow & Hainsworth, 2001; Hsu, 2007) , and can buffer against the negative health effects associated with stress (Liang et al., 2000; Silverstein & Parker, 2002) . Social participation may also affect health behavior by strengthening shared norms related to health-promoting behavior (Lewis & Rook, 1999) or foster a sense of personal mastery (Thoits, 2011) .
Positive health outcomes for older adults associated with greater social participation include reduced risk of mortality and less severe depressive symptoms, higher life satisfaction/quality of life, and better self-rated health (for a comprehensive review, see Adams, Leibbrandt, & Moon, 2011; Holt-Lunstad, Smith, & Layton, 2010) . Although most previous studies focused on Western populations (Bennett, 2002; Sirven & Debrand, 2008) , studies specific to the Asian context have found similar associations with mortality (Hsu, 2007; Sugisawa, Liang, & Liu, 1994 ), but few of these studies investigated gender differences in detail. This article seeks to specifically address this issue.
Gender Differences in Social Participation
It is critical to consider gender differences in both the content of social participation and the association of social participation with health outcomes (such as mortality), because marked differences between men and women in both these dimensions have been found (Agahi & Parker, 2008) . Studies demonstrate that, on average, older women are more involved in domestic activities compared with older men, who tend to engage in activities outside of the home (Y.-P. Li et al., 2011) . Social role theory postulates that this difference is due to individuals being socialized according to expectations of gendered behavior and disposition (Eagly & Wood, 1991) . Among older adults, this is usually more pronounced and reflects the traditional division of labor-women as homemakers within the home, men as breadwinners who work outside the home. For instance, Iwasaki and colleagues (2002) suggest that friendships between women focus on intimacy and disclosure, whereas males' are oriented toward specific activities. Social contexts may also explain gender differences in social participation. The scope and frequency of social participation by older women may be limited by time and resource constraints, given that older women are more likely to be caregivers, widowed, and live on lower incomes than older men (Carstensen, 1991) .
Although it is generally accepted that the degree of association between social participation and mortality differs between men and women (Adams et al., 2011) , the mechanism driving the difference has yet to be determined. Social role theory suggests that men would derive greater health benefits from social participation than women (Iwasaki et al., 2002) , but studies highlighting gender differences in the social participation-mortality association seem to be ambivalent about how they differ between men and women. In some studies, social participation impacts mortality risk more for men than it does for women. Greater social participation was associated with reduced mortality for men but not for women in Finland (Hyyppä, Mäki, Impivaara, & Aromaa, 2006) , and in Japan, Iwasaki and colleagues (2002) found that a lack of social participation increased mortality risk for men but not for women. On the other hand, the inverse associations have also been documented. Agahi and Parker (2008) reported that social participation in general was more strongly associated with reduced mortality risk for women compared with men, whereas Strawbridge, Cohen, and Shema (2000) found that attendance at religious services was more strongly associated with reduced mortality risk for women than for men.
Cultural variation may at least partially explain the conflicting results reported across studies investigating the relationship between social participation and mortality. Previous studies usually cite cultural differences such as Confucian values as an explanation for the differing effect of gender between studies, for both the content of social participation (Y.-P. Li et al., 2011) and its association with mortality (Iwasaki et al., 2002) . However, these studies tend to be conducted in relatively homogeneous societies and do not demonstrate this empirically within a single sample. Dissimilarities in sampling and analytical methodology also make it difficult to determine if gender differences can be explained by cultural factors rather than general social or economic differences present between contexts (e.g., the extent of available opportunities for social activity and the prevailing economic/political climate). Differences in social participation between ethnic groups (as a proxy for culture) have been demonstrated (Lindström, 2005) , but much less is known about how ethnic background can explain gender differences or how it may modify the effect of social participation on health outcomes. The current study aims to address this gap by considering differences between men and women in their levels of social participation, while acknowledging the influence of cultural background.
Social Participation in Singapore
Singapore is one of the most rapidly aging populations in the world (NPTD, 2013) , but efforts to promote the social integration of older adults have had minimal effect. Despite efforts by nonprofit agencies to encourage social participation (Council for Third Age, 2009), a recent survey showed that one third of older adults felt that they could not play an active role in society and 42% did not feel well integrated with the rest of society.
The lack of integration reported by older Singaporeans may result from the emphasis on family as the primary support network. Despite concerted efforts to make healthcare more affordable and more easily accessible, the state government has continued to consider the family as the primary care provider for older adults. This expectation aligns with the strong tradition of filial piety-the belief that children should support their parents into old age-prominent in Singapore and throughout much of Asia (Mehta & Ko, 2004) . This is reinforced through the Maintenance of Parents Act, which allows Singaporean residents aged 60 years and older to obtain a court order against their children who have the capacity to support them but do not. Social participation of older adults in Singapore is likely compromised as a result of this strong emphasis on family support. As Kikuzawa (2006, p. 73 ) notes of Japan, "when the elderly receive family support almost exclusively, community ties are weakened and culturally established roles are scarce in communities." This aligns with findings in other Asian societies, where centrality of the family is usually accompanied by low social participation outside the home (Cheung & Kwan, 2000; C. Li et al., 2006) . Two factors make Singapore an ideal context for studying gender differences in social participation among older adults. First, older Singaporeans have lived largely during a time when traditional gender and family roles (with women assuming domestic duties) were dominant (Teo, Graham, Yeoh, & Levy, 2003) . Substantial differences in social activities have since been observed between older men and women (Teo, 1997) . Secondly, Singapore consists of three major ethnic groups (Chinese, Malay, and Indian). Each of these ethnic groups is associated with its own distinct culture that has been by and large been institutionalized, and is thought to be quite internally homogenous (Wee, 2000) . It can also be argued that the minority ethnic groups in Singapore (Malay and Indian) do not subscribe to the Confucian values (e.g., strong emphasis on filial piety) put forth by the state (Chong, 2002) . This unique circumstance, where social expectations differ considerably according to both gender and ethnicity, enables a robust empirical exploration of the gender-ethnicity intersection in social participation among older adults and its relation to mortality.
This study seeks to address the following research questions: (a) How do the types of social activities older Singaporeans engage in differ by gender? and (b) Which social activities protect against mortality and is this relationship present for both men and women? Further, to expand upon previous research, I investigate how ethnicity may explain any gender differences identified through answering research questions (a) and (b).
Data and Method
The data used in this analysis are from the Panel on Health and Aging of Singaporean Elderly (PHASE) Wave 1, conducted in 2009. A random sample of 8,400 older adults was drawn and stratified by gender, ethnic group, and age group based on the 2007 national population distribution. Individuals 75 years of age and older, as well as individuals of Malay and Indian descent, were oversampled by a factor of two to ensure a sufficient number of respondents were represented within these groups. A total of 4,990 respondents were interviewed. Individuals who did not identify as either being of Chinese, Malay, or Indian ethnicity (1.2%, n = 59) were excluded in this analysis due to the small number of observations. A proxy was interviewed in place of the respondent for individuals who were unable to complete the survey due to health reasons (9%, n = 447); proxy interviews were excluded from the present analysis because depressive symptoms, social support, and loneliness items were not assessed through the proxy. Two additional observations with missing values for these items were also excluded. All measures, except mortality, were self-reported.
Mortality data for each respondent were obtained for the time period of January 2, 2009 to December 31, 2012, approximately 4 years. Dates of death were obtained from the death registry records and from the next-of-kin for all deceased participants. For those who died during the follow-up period of interest, the duration in elapsed days from the date of interview to death was recorded. Of the 4,482 respondents included in the analysis, 433 (249 men and 184 women) died during the 4-year follow-up period. The remaining respondents were treated as right-censored cases. All ethical guidelines have been met and the study was approved by the Institutional Review Board of the National University of .
Social Participation
Social participation was assessed through self-reported engagement in five social activities. Two formal social activities ("attending a resident's committee (RC)/community development committee (CDC)/community center (CC) event" and "attendance at a place of worship"), one informal social activity ("going out to eat"), and two physical activities ("playing a game of sport" and "going for a walk") are included in the analyses. Opportunities to participate in all of the activities listed earlier are available to most Singaporean older adults and are typically available once a week or more. Answers for each activity were dichotomized to distinguish those who participated in a social activity at least once per week from those who did not. An index of overall social participation was not created because the inter-item reliability for the combined items was low (Cronbach's α = .40).
Independent Variables

Sociodemographic variables
Sociodemographic covariates included age (in years), ethnic group (Chinese, Malay, Indian), education (no education, primary school education, secondary school education and above), marital status (married, widowed, separated/ divorced, never married), and living arrangements (alone, with spouse only, with at least child only, with spouse and at least one child, with others only). Housing type (1-2 Room Housing and Development Board [HDB] flat/3 Room HDB flat/4-5 Room HDB flat/Private) was used as a proxy for socioeconomic status (Malhotra, Malhotra, Chan, & Østbye, 2013) , because self-reported household income was unavailable for approximately 23% of the sample.
Two pathways linking social participation to health are considered. First, increased social participation may reduce one's perception of loneliness (Goll, Charlesworth, Scior, & Stott, 2015) , in turn reducing individuals' risk of mortality (Holt-Lunstad et al., 2010; Steptoe, Shankar, Demakakos, & Wardle, 2013) . Social participation may also lead to lowered mortality risk through the increased support received from one's social network (Adams et al., 2011; Thoits, 2011) . The survival benefit from social support has been found to be more pronounced in women and may potentially explain gender differences in the social participationmortality association (Agahi & Parker, 2008) . Because social support and loneliness may mediate the relationship between social participation and mortality, measures for each construct were included in the analyses.
Perceived loneliness
Loneliness was assessed through the University of California, Los Angeles (UCLA) 3-item loneliness scale (Hughes, Waite, Hawkley, & Cacioppo, 2004) . Responses on each item were scored from 1 to 3 (Hughes et al., 2004) and summed to form a composite score ranging from 3 to 9 (Cronbach's α = .87), with higher scores indicating greater loneliness.
Social support from outside of the household The Lubben Social Network Scale 6 (LSNS6) assesses the size of an individual's social network, frequency of contact with network members, and degree of closeness within relationships (Lubben et al., 2006) , with each of the six items scored on a 6-point scale. Although the original LSNS6 assessed social support from all friends and relatives, questions were modified in the PHASE questionnaire to measure the perceived social support provided to older adults from friends and relatives who reside outside of the household. This modification may reduce comparability of the current analysis with previous studies using the LSNS6, but the focus on support received from outside the household allows for a more detailed understanding of how social support varies as a function of social participation. Scores on the modified measure ranged from 0 to 30 (Cronbach's α = .85), with higher scores indicating greater social support from outside the household.
Activities of daily living
Activities of daily living (ADLs) assessed included bathing, dressing, eating, standing up and sitting down from a bed/chair, walking around the house, going out of the house, and using the toilet. Older adults were categorized as having an ADL limitation if they reported difficulty in performing any one of these seven activities.
Instrumental activities of daily living
Instrumental activities of daily living (IADLs) assessed included preparing meals, leaving the home to purchase medication, taking care of personal finances, using the telephone, performing light housework, using public transportation, and taking medication as prescribed. Older adults were categorized as having an IADL limitation if they reported difficulty in performing any one of these seven activities.
Depressive symptoms
Depressive symptom severity was used here as a proxy measure of mental health. The 11-item Center for Epidemiologic Studies for Depression (CES-D) scale was used (Kohout, Berkman, Evans, & Cornoni-Huntley, 1993) , with scores ranging from a minimum of 0 to a maximum of 22 (Cronbach's α = .77); higher scores indicate more severe depressive symptoms.
Number of chronic illnesses
Participants were asked to indicate if they were ever diagnosed with any of the following medical conditions: angina/ myocardial infarction, any form of heart disease, cancer, cerebrovascular disease, hypertension, diabetes, respiratory illness, digestive illness, ailments of the liver or gall bladder, chronic back pain, osteoporosis, cataracts, and glaucoma. Affirmative answers were totaled and included as a variable in the statistical models.
Smoking behavior
Because social participation may alter health behavior by strengthening shared health-related norms (Lewis & Rook, 1999) , and the association between smoking and mortality differs between men and women (Liang, Bennett, Sugisawa, Kobayashi, & Fukaya, 2003) , smoking behavior is included here as a possible confounder. Smoking behavior was assessed by asking participants if they currently smoked or had ever smoked in the past. Respondents were then categorized into "nonsmokers," "ex-smokers," and "current smokers."
Statistical Analysis
Analysis was conducted in two phases. The first phase aimed to determine if gender differences existed in the type of activities men and women participated. The second phase was conducted to determine whether the participation in social activities protected against 4-year mortality. In both phases, I used a stepwise approach whereby (a) sociodemographic, (b) loneliness and social support, as well as (c) health-related variables were added successively to the models, in order to detect potential explanatory mechanisms (Baron & Kenny, 1986) . Interaction terms were subsequently added to explore differences between ethnicities.
In the first phase, multivariate logistic regression models were employed to estimate differences between men and women participating in each of the five social activities. Given that self-selection bias linking social participation to health outcomes has been described previously (i.e., people who are more healthy tend to participate more in social activities; Lennartsson & Silverstein, 2001; Leone & Hessel, 2015) , I calculated propensity scores of participating in each type of social activity (using the same model specification as the multivariate logistic regression models) and use these scores to calculate the inverse probability of treatment weights (IPTW). This quasi-experimental method adjusts for the likelihood of an individual self-selecting into the 'treatment" group, based on known covariates (Cole & Hernán, 2008) . I then created composite weights by multiplying the survey weights (for oversampling and nonresponse) by the IPTW (as recommended by DuGoff, Schuler, & Stuart, 2014) , separately for each social activity.
In the second phase, the association between social participation and mortality was assessed using the Cox proportional hazards model with IPTW. The duration of survival was the total number of days between the baseline survey and the date of the respondent's death. Statistical models were stratified by gender and estimated separately for each type of social activity. All analyses were conducted using STATA 13.1. Table 1 displays the distribution of study variables by gender. Women were less likely to die within the followup period, were older, less educated, and more likely to be widowed compared with men. Women also were more likely to live alone, reported higher levels of perceived loneliness, and had weaker social support from outside the household. In terms of health, women had more chronic illnesses and were more likely to experience a difficulty in ADLs as well as IADLs, but were less likely to smoke.
Results
Bivariate correlations were calculated between covariates and social participation activities (Supplementary Table 1 ). Statistically significant correlations were found between ethnicity and three activities: Individuals of Malay ethnicity were less likely to go out to eat or attend an RC/ CDC/CC event, but were more likely to attend a religious service, compared with Chinese and Indian older adults. The opposite pattern was found for older adults of Chinese ethnicity. Having ADL and IADL limitations was negatively correlated with participation in all five of the social activities. Table 2 displays odds ratios (ORs) for the differences between men and women resulting from the stepwise multivariate logistic regressions, with each of the five social activities as a dependent variable. In the step from the unadjusted model to Model 1, several notable changes in the ORs were observed. This included attendance at religious services (OR = 0.85, p < .05 to OR = 1.21, p < .05; a change in direction of the effect), attend RC/CC/CDC event (OR = 1.20, NS to OR = 1.38, p < .05; an increase in the effect size), and playing a game of sport (OR = 0.37, p < .001 to OR = 0.50, p < .001; a reduction in effect size). The step from Model 1 to Model 2 produced relatively little change in the OR estimates. Changes were also observed in the step from Model 2 to the fully adjusted models, but these changes were not as pronounced as those observed between the unadjusted model and Model 1. In the fully adjusted models, statistically significant gender differences were demonstrated for three of the five social activities. Women were less likely to go out to eat (OR = 0.47, p < .001), less likely to play a game of sport (OR = 0.52, p < .001), and less likely to go for a walk (OR = 0.25, p < .001), compared with men. Interaction terms between gender and ethnicity were then added to the fully adjusted models to test for ethnic variation in gender differences.
Interaction terms for three social activities achieved statistical significance, indicating that the differences in social participation between men and women varied by ethnicity. These differences between ethnic groups account for the considerable change in ORs from the unadjusted model to the ORs estimated for the logistic regression model controlling for sociodemographic variables (Table 2, Model 1). The margins command in STATA was used to estimate and plot predicted probabilities for each of the five social activities (Figure 1 ). For both "playing a game of sport" as well as "go for a walk," the plots show that ethnic variation in gender differences can largely be understood in terms of magnitude, with men consistently having a higher probability of participating in these activities compared with women. However, whereas Chinese women were more likely to attend a religious service compared with men, this pattern was reversed for Malay and Indian older adults.
Results from the weighted Cox proportional hazards models estimating the relationship between social participation and mortality are displayed in Table 3 . In the fully adjusted models, significant effects of social participation were found for both men and women. Men who reported going out to eat at least once a week had less risk of dying during the 4-year follow-up (OR = 0.66, p < .01), whereas women who played a game of sport at least once a week were less likely to die (OR = 0.41, p < .05), compared with those who did not. For these activities, ORs remained relatively stable across all the steps from unadjusted to fully adjusted models. Interaction terms between ethnicity and participation in each social activity did not reach statistical significance.
Discussion
This study investigated social participation and its association with 4-year all-cause mortality among older adults in Singapore, with a primary focus on uncovering differences in this relationship between men and women, while considering the role of ethnicity. Several findings warrant further discussion. Differences in social contexts account substantially for gender disparities in social participation, because ORs in the stepwise logistic regression models ( Table 3 , except for "Go out to eat" and "Attend RC/CDC/ CC event, " which are based on the fully adjusted model without including the nonsignificant interaction terms. Adjusted for all covariates in Model 2, with the addition of ADL and IADL difficulties, depressive symptoms, chronic illnesses, and smoking behavior. *p < .05. **p < .01. ***p < .001.
seem to be altered most by sociodemographic variables. Yet, differences between men and women persisted in three of the five activities assessed despite adjusting for social and health factors, supporting the notion that there may be reliable differences between men and women, possibly due to socialization during early life. This suggests that both social roles and contextual factors need to be considered in tandem when examining gender differences in social participation. Ethnicity modified the effect of gender in three of the five activities assessed. Gender differences for Chinese are unlike Malays and Indians for two activities. While adjusting for covariates, Chinese men are less likely to attend religious services and do not report different rates of participation in sports compared with women. In contrast, Malay and Indian men are more likely than Malay and Indian women to engage in both sports and religious services. The large difference between Malay men and women in their rates of attendance at religious services is likely because the majority of Malay families in Singapore practice Islam. Whereas Muslim men are required by their religion to attend at least one service per week, the same is not expected of Muslim women. This difference may explain why Malay women report similar predicted probabilities of participation in religious services as Chinese and Indian women. These findings support the notion that cultural variation may explain gender differences in the participation of select social activities.
With regard to the association between social participation and mortality, two social activities require closer examination. First, playing sports was significantly associated with a reduced risk of mortality for men in the model adjusted for sociodemographic characteristics. Once loneliness, social support, and health factors were included in the model, this relationship was no longer statistically reliable. Because playing a sport is associated with better health status (Tak, Kuiper, Chorus, & Hopman-Rock, 2013) as well as stronger social networks (Spaaij, 2012) among older adults, possible explanations for why mortality is reduced through participating in a social activity are improved physical fitness and strengthened social bonds. For women, however, playing sports was significantly associated with mortality even in the fully adjusted model. A number of mechanisms may be operating here. Women may derive indirect and/or future health benefits from playing a sport that is not available to men, but has not been captured in the present analysis. For example, women may be benefiting from sports through delaying cognitive decline, a process that is more evident among women than among men (Baker et al., 2010) . Reduced mortality risk may also occur through a relational pathway not captured in this analysis. Although the fully adjusted model accounts for perceived loneliness and social support from outside the household, these measures primarily assess the presence or absence of intimate relationships. They may not fully account for the health benefits acquired through interacting with others socially or participating in activities with peers on a more nominal level (Levasseur et al., 2010; Maier & Klumb, 2005) . Teo (1997) highlights that engaging in sports builds a form of "social camaraderie" among older Singaporean women, which may then lead to a heightened sense of belonging and stronger shared norms, in turn promoting health. In a similar way, findings may also suggest that social participation may affect the trajectory of health for older Singaporeans, comparable with the way in which self-rated health protects against mortality (Idler & Benyamini, 1997) . Second, men who went out to eat at least once a week were less likely to die in the follow-up period, even after controlling for all other factors. It is likely that eating out reduces mortality risk for men by enabling them to participate in a milieu of social interactions. In Singapore, open-air food courts (colloquially known as hawker centers) provide a unique environment for social interaction and public life not easily replicated in other places (Duruz & Khoo, 2015) . Convenient and affordable, many older Singaporeans spend large amounts of time eating and socializing at these food courts. It is likely that they primarily consider these food courts when asked about their patterns of eating out. One possible explanation for the differences between older men and women in the association between going out to eat and mortality could be that these hawker centers are predominantly masculine spaces, rendering it harder for women to effectively engage in social interactions while within them. Vertovec (2015, p. 200 ) describes hawker centers functioning as "highly gendered zones of interaction" on weekday afternoons, where "men leave the feminized domestic space of the flat to their wives, domestic workers and grandchildren and retreat to the masculine public sphere, where their lack of consumption and continued presence is not questioned." Older women may not similarly benefit from eating out because the hawker center milieu is perceived as inappropriate for their social interaction. Instead, they may prefer to use alternative spaces and opportunities for social interaction instead, such as through playing sports together (as mentioned earlier).
The main strength of this analysis is the use of a nationally representative sample along with death data from the national registry, providing reliable and exhaustible information about mortality. The Singapore context also provided an ideal test bed for investigating cultural variation (using ethnicity) as an explanation for gender differences. There are however several limitations. Although the stepwise approach has been previously used as a method to assess mediation, several shortcomings can limit its ability to determine causality (Lange & Hansen, 2011; Zhao, Lynch Jr., & Chen, 2010) . The analyses in this study did not account for changes in health over time and did not assess how long individuals' social participation was sustained. Longitudinal data with social participation and health measured at more time points are needed to further explicate the pathways and causal mechanisms behind social participation and its impact on mortality. Lastly, the social activities assessed in this study were determined a priori, based on the cultural context and investigators' perception of important social activities. A valid index of social activity and participation is still required within the Singapore context.
In conclusion, this study examined social participation and its association with mortality with a focus on gender differences, using a stepwise process to identify possible explanations and mechanisms. Results align with social role theory, with men participating in more activities outside the house compared with women. For certain social activities however, participation changes depending on ethnicity. For instance, although Malay and Indian men were more likely to attend religious services, Chinese women were more likely to attend religious services than Chinese men.
The same patterns of association are not observed for the social participation-mortality association. Rather, results indicated that for both genders, the association between social participation and mortality is altered to only a small extent by both sociodemographic and health factors, including ethnicity. Therefore, men and women may both receive similar benefits from social participation, even if traditional gender roles may mean that fewer women participate in activities outside the home. Cultural factors may not be a sufficient explanation for the dissimilarities in past studies regarding gender differences in the social participationmortality association. These differences may be due to other variations in context or measurement across studies instead.
On the other hand, creating opportunities and spaces for both men and women to socialize is of particular interest. Social participation may enhance health outcomes by fostering social engagement even on a level that appears nominal, such as being among other people or participating in activities alongside others. Gender differences in the health benefits gained through social participation may conceivably be determined by whether the activity provides a comfortable social setting. As Maier and Klumb (2005) propose, the content of social interactions may be less important than the context in which the interactions take place.
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